Discussion  by unknown
11
1
1
1
1
1
1
1
JOURNAL OF VASCULAR SURGERY
Volume 54, Number 2 Mell et al 351clearly define the role of speciality vascular care for improv-
ing rescue rates.
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killed with an intervention. For every 6.25 patients with a postop-
erative complication requiring a reoperation, one will die if the
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Dr James W. Holcroft (Sacramento, Calif). The authors
found that the 30-day mortality rate after elective abdominal
aneurysmectomy in Medicare beneficiaries was 2.5% when the
operation was done by a vascular surgeon and 2.7% when done by
a general or cardiac surgeon. If, however, the patient had a post-
operative complication that required reoperation, the death rate
skyrocketed, and a large gap in the mortality rates emerged when
comparing the vascular surgeons with the cardiac and general
surgeons. This study has implications. I have two questions.
Can you glean from the data why some patients went to
vascular surgeons for their operations while others went to
general or cardiac surgeons? In particular, were patients who
lived in rural areas more likely to have their operations done by
a local general or cardiac surgeon? Did it seem to be mostly a
matter of convenience for the patients and families, not wanting
to drive long distances for the preoperative evaluation and the
postoperative follow-up, not to mention the need for the fam-
ilies to find lodging near the hospital in the big city during the
stay for the operation itself?
And second, what should we as a profession do with this
information? The death rate in the patients with complications was
16% when the operation was done by a vascular surgeon, which is
uncomfortably high, but the death rate with the nonvascular
surgeons, of 32%, is flat out distressing. We frequently talk about
number needed to benefit when talking about a potentially bene-
ficial intervention. In this case, one could talk about the numberurgeon taking care of the patient is a general or cardiac surgeon,
ompared with a vascular surgeon. That should make any patient
hink twice. After all, one doesn’t know going into an operation if
complication is going to develop.
I am sure that there are many general and cardiac surgeons
ho do a good job with aortic surgery. And I assume that there
ust be some vascular surgeons who do a poor job. Thus it
ouldn’t seem fair to single out all general and cardiac surgeons
nd make it difficult for them to do these procedures.
On the other hand, I don’t think that we can stand idly by
nd do nothing. One way to get at this problem might be to
andate participation in the National Surgery Quality Improve-
ent Program (NSQIP) if a hospital is going to be reimbursed
or aortic surgery. We should all be participating anyway, and it
ouldn’t be asking too much to set the bar a little higher when
ealing with an operation that has the potential for having such
isastrous results. The information from the NSQIP findings
ould allow a hospital to deal with problems, if they were
resent, and it would make the process fair. No one would be
hut out of doing a procedure that he or she did well; and no one
ould be given carte blanche approval to do these procedures
ithout scrutiny of his or her results.
In general, I don’t like having the government impose stan-
ards on physicians. Better than having others do it, we, as mem-
ers of the profession, could take the initiative. In either case, I
on’t think that these findings can be ignored.Dr Matthew Mell. Thank you Dr Holcroft for your com-
ents. Our data demonstrated that patients greater than age 85
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comorbidity was not a factor. The impact of rural residence is the
subject of another manuscript. To summarize, 15% of the cohort
resided in rural areas and 15% resided in small towns. Regardless of
residence, 93.9% of repairs were performed in urban centers.
Although type of residence had no impact on the likelihood of
being treated by a vascular surgeon (rural 48% vs urban 50%; P 
.82), rural patients were more likely to be treated in high-volume
centers (rural 52% vs urban 42%, P  .001). These results would
suggest that for complex conditions such as abdominal aortic
aneurysms, patients are willing to travel to receive quality care.
Clinical factors such as the severity of comorbid conditions or
anatomic information were not available for analysis from this
administrative data set.With regard to your second question, it remains important to
have salient quality measures for aneurysm repair as new technol- tgy alters the skill sets required to perform a safe procedure.
etting standards becomes appropriate only after acceptable met-
ics have been defined. Recent improvements in mortality and
omplication rates make these measurements more difficult to use
s benchmarks after AAA repair since many procedures would need
o be performed before accurately measuring differences between
ospitals or physicians. Our study adds to the body of research that
ailure to rescue after complications is an important quality mea-
ure. Differences in outcomes after AAA were explained by not the
requency but by the management of complications, most specifi-
ally vascular complications. Improved rescue after arterial compli-
ations highlights the importance of specialty vascular training
hen treating vascular conditions with potential vascular compli-
ations, and suggests that available vascular expertise is an impor-
ant metric in defining quality AAA care.
